The following list of indications for admission of patients with head injuries should be displayed in accident and emergency departments. * Confusion or any other depression of consciousness at the time of the examination * Skull fracture * Neurological symptoms or signs, or both * Difficulty in assessing the patient-for example, because of ingestion of alcohol, epilepsy, or other medical conditions that cloud consciousness; children are also difficult to assess * Lack of a responsible adult to supervise the patient and other social problems.
Brief amnesia after trauma with full recovery is not necessarily an indication for admission.
If the patient is to be observed outside hospital he or she should be discharged with a head injury "warning card" into the care of a responsible person.
The aims of hospital admission are to provide optimal conditions for recovery of the brain and to detect complications before they cause further secondary brain damage. The mainstay of admission is therefore neurological observation, which should be hourly for at least the first 24 hours.
Consultation with a neurosurgeon
A group of British neurosurgeons formulated the following list of indications for consultation with a neurosurgeon and computed tomography in patients with head injuries.
(1) Fractured skull with confusion or worse impairment of consciousness, focal neurological signs, fits, or any other neurological symptoms or signs.
(2) Coma continuing after resuscitation, even if there is no skull fracture (coma is defined as not obeying commands, not speaking, not opening eyes-that is, a Glasgow coma score -8). Patients in categories 1-3 should be referred urgently. In all cases the diagnosis and initial treatment of serious extracranial injury takes priority over transfer to the nearest neurosurgical unit.
Computed tomography
Increasing numbers of accident and emergency departments have access to emergency computed tomography for patients with head injuries, but the interpretation of the computed tomogram is often difficult -for example, features of raised intracranial pressure can be missed by the untrained observer. It is preferable for computed tomography to be performed under the control of a neurosurgeon or neuroradiologist. 
Sedation and analgesia
Sedation and analgesia for patients with head injuries are often a problem; they may be in pain and nauseous as a result of their injury, yet strong opiate analgesics and drugs with respiratory depressant effects must be avoided as they may cause iatrogenic deterioration in conscious level and respiratory depression. For adults give paracetamol 250-500 mg every six hours or dihydrocodeine preparations such as DF 1 18 or Co-codamol one to two tablets every four to six hours. If given parenterally DF1 18, 30 mg every six hours is usually safe and effective. Give metoclopramide 10 mg up to every eight hours for nausea intravenously or orally. For children paracetamol suspension 125-250 mg every six hours is suitable.
Antibiotics
Avoid using antibiotics prophylactically except in the cases described in the box.
Mannitol
Mannitol is a powerful osmotic diuretic and may be life saving, but it carries dangers. It should be used, in consultation with a neurosurgeon, to "buy time" while the patient is prepared for transfer to the nearest neurosurgical centre. Give 0-5-1 g/kg as a bolus over 10-30 minutes. (Usually 250-400 ml of a 20% solution for adults.)
Steroids
Several trials have shown no benefit from steroids, even at high doses.
Management ofseizures
Seizures within the first week carry a low risk of future epilepsy but may cause severe hypoxic brain damage. Prevent further seizures with phenytoin as a loading dose of a 250 mg bolus given intravenously over 10 minutes (ideally with electrocardiography) followed by an intravenous infusion of 250-500 mg over four hours. Thereafter give 100 mg every eight hours intravenously or orally.
If seizures persist after phenytoin loading give clonazepam 0-25 mg intravenously incrementally,after each seizure. Be prepared to ventilate the patient in an intensive care unit. Intravenous diazepam 5-10 mg may be used if seizures still persist but may cause respiratory depression.
Restlessness
In patients with head injury restlessness is often a warning sign, and restless patients should not be sedated without excluding hypoxia, hypotension, metabolic derangement, a full bladder, or pain due to other injuries. The "checklist" for secondary deterioration described below should be considered before sedation is prescribed. Common physical sequelae include ataxia, hemiparesis, speech disorders, cranial nerve palsies such as anosmia, unilateral blindness, diplopia, unilateral deafness, and tinnitus. Seizures occur in from 4% to 40% of patients, depending on the nature of the initial injury, focal injuries being more epileptogenic.
In a third of patients with minor head injuryDsymptoms such as headache, dizziness, irritability, poor concentration, tinnitus, poor balance, fatigue, depression, and intolerance of alcohol will persist for more than six months. Many of these "postconcussional" symptoms are due to mild diffuse axonal injury, which occur in patients who have been unconscious for only a few minutes and who may have electrophysiological and neuropsychological abnormalities. The symptoms usually subside spontaneously; depression and anxiety may lead to their persistence but malingering is rare. When the symptoms begin only after an appreciable interval psychological factors are likely to be more important.
Specific treatment for postconscussional symptoms is lacking. In the early stages reassurance that severe brain damage has not occurred is important, but patients should not resume activity too rapidly: if the patient has difficulty in coping anxiety and depression may be provoked and lead to perpetuation of symptoms. Psycotherapeutic support is appropriate, but the value of more formal psychological rehabilitation is not proved. Analgesics are appropriate in the early stages, but the smaller their effect the greater the need for a psychological approach. In this situation nobody talks or writes about medicine and its urgent needs. Every once in a while you read about terrible conditions in hospitals, lack of medicines, lack of qualified staff, and unhygienic conditions. You feel it in everyday work when all of a sudden something just disappears-oxygenators, catheters, blood, solutions, drugs. You never know what you will have or not have tomorrow. For ecological reasons some 15 factories producing vitally essential drugs, including antibiotics and antiseptics, are being closed down. So it is not exactly correct to say there is no talk about medicine. There are no answers to the questions raised. It seems that nobody can find a solution to the problems facing us today, at this moment in the history of our country, where medicine has never been a priority. Even in the inaugural speech of our first president not a word was said about the health of the people who are to perform the herculean task now facing the country or, rather, for whose sake it is going to be performed.
On 12 December 1989 Andrei Sakharov, the conscience of our time, died. There were hundreds of obituaries and hundreds of tributes to the memory of the great man. Five hundred thousand people stood for 
